A 35-year-old immunocompetent male presented with severe ocular pain, redness in the right eye, and headache for 2 weeks. His best-corrected visual acuity (BCVA) was 6/12 in the right eye and 6/6 in the left eye. Slit-lamp examination of the right eye revealed diffuse congestion, engorgement of deeper episcleral vessels, which did not blanch with topical vasoconstrictor; cells 1+ cells, flare 1+ were noted in the anterior chamber with synechiae \[[Figure 1a](#F1){ref-type="fig"}\]. Slit-lamp examination of the left eye and fundus examination of both eyes were unremarkable. A systemic evaluation for syphilis and tuberculosis was unrevealing, and the results of laboratory tests for vasculitis and systemic rheumatic disorders were within reference limits. Subsequently, he was started on high-dose oral steroid (1.5 mg/day). He felt symptomatically better with the treatment for initial 2 days but came back with severe excruciating pain in the right eye on the 3^rd^ day. Slit-lamp examination of the right eye revealed diffuse congestion of the globe with appearance of a yellowish-white nodule on the temporal side \[[Figure 1b](#F1){ref-type="fig"}\]. Culture from aspirate of the nodule showed growth of *Pseudomonas aeruginosa*, which was sensitive to ciprofloxacin. The patient was started on oral ciprofloxacin 500 mg twice a day and topical ciprofloxacin. He was monitored closely. At 2-month follow-up visit, he denied any ocular pain and his BCVA improved to 6/9. Slit-lamp examination of the right eye revealed resolved scleritis with a quiet anterior chamber \[[Figure 1c](#F1){ref-type="fig"}\].

![(a) Slit-lamp photograph of the right eye at presentation showing diffuse anterior scleritis and anterior-chamber inflammation with synechiae; (b) slit-lamp photograph of the right eye showing appearance of yellowish-white scleral nodule, 3-day following high-dose oral steroid; (c) slit-lamp photograph of the right eye after 2 months of antimicrobial therapy showing resolution of scleral inflammation](OJO-13-51-g001){#F1}

*P. aeruginosa* remains the most common cause of bacterial scleritis and has been reported after various surgical interventions such as pterygium surgery, strabismus surgery, or ocular trauma.\[[@ref1][@ref2][@ref3]\] The index case reflects the importance of close follow-up in all cases of scleritis, especially after initiating immunomodulation. Our patient presented with diffuse anterior scleritis with anterior-chamber inflammation. There was no history of surgery or antecedent trauma, and he was initially diagnosed as noninfective scleritis. Appearance of yellowish-white scleral nodule with deterioration of symptoms following high-dose steroid led to the suspicion of infective component. High index of suspicion and close follow-up remain the mainstay of management of a case of infective scleritis.
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